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“... what about Lilly advertising ?” 


**You have never seen a product advertisement prepared 
by Eli Lilly and Company which was intended for the 
public. Why? Because they believe that if they were 

to do so with their particular type of products, they would 
tend to encourage improper self-treatment and interfere 


with your prescriptions for scientific medication.” 


ELI LILLY AND COMPANY « INDIANAPOLIS 6, INDIANA, U.S.A, 





Doctor, 
be your own 


judge... 
try this 


simple test 


With so many claims 
made in cigarette adver- 
tising, you, Doctor, no 
doubt prefer to judge for 
yourself. So won’t you 
make this simple test? 








Take a PHILIP MORRIS and any other cigarette 


1. Light up either one first. Take a puff—get a good mouthful of smoke 
—and s-l-o-w-l-y let the smoke come directly through your nose. 


2. Now, do exactly the same thing with the other cigarette. 


You will notice a distinct difference between 


PHILIP MORRIS and any other leading brand. 


PHILIP MORRIS 


Philip Morris & Co. Ltd., Inc., 100 Park Avenue, New York 17, N. Y. 
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Tetanus Neonatorum- Report of A Case 


Among the problems encountered in the treatment 
of tetanus, one of the most serious is the relief of 
trismus and generalized rigidity. We feel that the 
drug Mephenesin (Tolserol) is of great value in the 
treatment of this spasm, and with its use, the care of 
these patients becomes much less of a_ therapeutic 
problem. 

CASE REPORT 

R. S. was delivered on October 28, 1950, in a 
private clinic by his family physician following a four- 
hour labor. There were no complications of labor, and 
the infant was discharged on the third post-partum 
day in good condition. The first week of life was un- 
eventful, however, on the seventh day the father 
noted that the child was “somewhat stiff.” 

The family history revealed that the only other 
child of these parents, a male infant, was found dead 
in bed, of no apparent cause, at the age of three 
months. No autopsy was obtained and the etiology 
remained undetermined. The family is of moderate 
circumstances and live on a farm. The patient was 
cared for by his mother, who redressed the umbilicus 
daily. No history of tetanus could be obtained as 
having occurred in the immediate vicinity of the home. 

On admission to the hospital, physical examination 
revealed a well developed and nourished one-week 
old white male infant in moderate distress. The skin 
was warm and dry with a fine maculopapular branny 
rash over the entire back, arms, shoulders, buttocks 
and thighs. There were no glands palpable and the 
skelatel system was of normal conformity. The head 
was symmetrical and the anterior fontanelle was open, 
but not bulging. The eyes reacted to light and the 
fundi were normal. The mucous membranes, nose and 
ears were normal. There was a three plus trismus 
present and the pharynx could not be visualized. The 
mouth could not be opened more than 0.5 cm. The 
neck and spine were moderately rigid. The chest: ex- 
pansion was equal and the lungs clear to percussion 
and auscultation. The heart was not enlarged to per- 
cussion; the rate normal and the rhythm regular with 
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no murmur present. There was no abdominal tender- 
ness or palpable organs. The umbilical cord was off 
and the umbilicus was slightly red, but there was no 
exudate or serous material present. The genitalia were 
normal with moderate phimosis, and the extremities 
were of normal conformity. The arms and legs were 
held with moderate rigidity with the fingers clenched 
over the thumbs. Abdominal and cremasteric reflexes 
could not be obtained, the patellar reflexes were hyper- 
active, and the Babinski sign was negative. However, 
the examination of reflexes was not completely 
satisfactory because of the generalized rigidity which 
was present. 

On admission the temperature was 99.4° F. A smear 
from the umbilicus was negative, but a gram positive 
staphylococcus was found on culture. No tetanus 
organism was found. The R.B.C. was 4,000.000; hemo- 
globin 80%; W.B.C. 16,200; polymorphonuclears 
58%; lymphocytes 42%. Blood calcium was 11 mgs. 
percent, and the urine examination negative. Blood 
serology was negative. A spinal tap was done with 
difficulty due to the rigidity. The spinal fluid obtained 
was slightly blood-tinged with 10 to 15 red cells and 
an occasional white cell present; protein 20 mgs. per- 
cent; a trace of sugar and negative culture. 

On admission, the child was placed on 30,000 units 
of penicillin every three hours, 12 drops of pheno- 
barbital every four hours, 50 mgs. of streptomycin 
every six hours and %% neosynephrine nose drops. 


In making the diagnosis, birth injuries, brain tumor, 
tetany and the meningitides were also considered. 
These were ruled out, however, and the diagnosis of 
tetanus neonatorum made from the typical 
clinical manifestations. The negative smear and cul- 
ture for tetanus organisms were probably due to the 
presence of these organisms in the deeper tissue, where 
anaerobic conditions prevailed. 


was 


The following morning, the rigidity and trismus 
became more marked. Sodium luminal gr. % was 
given and repeated in one hour with very little, or no 


relaxation. Following a negative sensitivity test, 
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60,000 
muscularly, and 10,000 units were infiltrated around 
100,000 
units every three hours and, although we felt that the 


units of tetanus antitoxin were given intra- 


the umbilicus. Penicillin was increased to 
site of infection was in the deep tissue of the umbili- 
cus, hydrogen peroxide was applied to the umbilicus 
every four hours. On the following day, the child’s 
rigidity continued and sodium luminal gr. % was 
given in the morning and repeated in the afternoon. 
Much more mucous was present in the child’s mouth 
and pharynx and he was able to swallow only with 
great difficulty. 60 cc. of 2%% glucose in half normal 
saline was given subcutaneously with alidase. The 


child 


cyanosis, which we felt was due to the rigidity and 


was also administered oxygen because of 
mucous present. That afternoon, 75 cc. of 2%% glu- 
cose in distilled water was given subcutaneously. The 
temperature rose to 105.4” F., and 2 grains of aspirin 
was given rectally, along with alcohol sponges to re- 
duce the fever. On the third day, the child was unable 
to take any feeding by bottle or to swallow when fed 
by medicine dropper. 75 cc. of 2%% glucose in dis- 
tilled water with alidase was given subcutaneously 
during the day and sodium luminal gr. % was given 
twice daily. The temperature remained at approxi- 
mately 105° F. throughout the day, and aspirin and 
alcohol sponges were repeated. The rigidity was so 
marked by this time that an additional 4 grain of 
sodium luminal was given at 7:00 P. M. and 50,000 


units of tetanus antitoxin were given intramuscularly. 


On the fourth hospital day, oral feeding was still 
impossible and 200 cc. of 242% glucose in distilled 
water with B-complex added was given as a clysis 
using alidase. A spinal tap was done with the follow- 
ing results: 3 W.B.C., no R.B.C.. Smear and culture 
negative, trace of sugar, protein 20.6 mg. percent. 


The fifth hospital day, the rigidity rema‘ned very 
pronounced. Streptomycin was discontinued and 100 
ce. of 244% glucose in distilled water was given by 
clysis. We then decided to use Mephenesin (Tolserol ) 
in an attempt to relieve the generalized muscular 
spasm. This was givn in the form of the elixir which 
we diluted to one-half strength and administered with 
a medicine dropper. The first dose of 0.3 gr. was 
given at 1:00 P. M. At 3:00 P. M. the nurse reported 
that the baby could open his mouth and suck the 
nipple of his bottle fairly well. At this time the baby 
was much less rigid and was able to open his mouth 
approximately 1.5 cm. This dosage of Tolserol was 
first administered three times a day, but since the 
antispasmodic effect was only transitory, the drug 
was adininistered at four-hour intervals. The 
following morning the spasticity was even less pro- 
nounced, except for the right hand. The degree of 
trismus was less marked and the child was able to 
open his mouth voluntarily, making oral feeding 
possible. There also was some active motion of his 
upper and lower extremities and his thighs could be 


then 


flexed about 15 


day), there was no marked trismus, the thighs could 


be passively flexed about 90°, and some voluntarn 
motion was present in all extremities. The umbilicu 
appeared infected and reddened. A blood count re 
vealed: W.B.C. 8.200; R.B.C. 3,650,000; Hgbn. 75% 


Polys 40%; Lymphs 54%; Monos 1%; Eos. 5%. 


The child’s condition continued to improve and _ he 
was taking his formula slowly, but we!l. He developed 
a mild upper respiratory infection with a large amount 
of mucous in the nasopharynx, but remained afebril 
At this time, five davs after the beginning of Tolserol 
therapy, the patient had gained two ounces and was 
progressing satisfactorily. Two days later, however, 
we discontinued the use of Tolserol in order to more 
clearly evaluate its effect. Eight hours after it was 
discontinued, the upper and lower extremities became 
more spastic, the child cried almost constantly and 
some difficulty in swallowing developed. Two hours 
later the spasticity was even more pronounced, and 
the infant could be lifted by his feet and head 
simultaneously without any bending of the neck or 
body. At this time his temperature was 101° F., the 
trismus was more marked and he was unable to take 
any nourishment orally. Twelve hours after it was 
discontinued, Tolserol was given every four hours. 
The child was also started on aureomycin. 


The following morning a five ounce weight loss in 
the past twenty-four hours was noted. The spasticity 
was still pronounced, but not as severe as the pre- 
ceeding night. He was started back on oral feeding. 
The following day the child was more relaxed, the 
neck was not rigid and the thighs could ke flexed 
about 45°. At this time he was sleeping most of the 
day and was taking his formula well again. 


His condition continued to be good and he pro- 
gressed well without any further difficulty. On the 
thirteenth hospital day, Tolserol was increased to 0.1 
gram every three hours and this dosage was continued 
until the sixteenth hospital day, when the drug was 
discontinued. At this time the child weighed eight 
pounds and nine ounces, six ounces more than the 
date that Tolserol was first administered. The patient 
was discharged November 28, 1950, weighing nine 
pounds and one-half ounce and clinically well, 24 
days after his admission. 


administration, 
frequent blood counts were done and no tendency 


During the period of  Tolserol 
toward agranulocytosis or leucopenia was encountered 


with the dosage we used. 


SUMMARY: 


A case of Tetanus Neonatorum was presented. We 
feel that the use of Mephenesin (Tolserol) was of 
great value in the relief ot the 


muscular spasm encountered in this case. 


trismus and other 
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By the next day (the sixth hospital! 
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Dissecting Aneurysm Of The Aorta 


REPORT OF A CASE 
Ricuarp S. Pouiuirzer, M. D. 


D. K., a 69 year old white male, was admitted to 
. hospital on March 14, 1950 complaining of severe 
chest pain. He stated that a few minutes after waking 
up that morning, he had had sudden severe pain in 
the chest which was retrosternal, and which he de- 
scribed as being so sudden in onset that he felt as if 
he had been “hit in the chest with a base-ball bat.” 
his was accompanied by dyspnea. By the time he 
arrived at the hospital, he was having some pain in 
the epigastrium. 

PAST HISTORY: The patient had had dyspnea, 
ankle edema, and retrosternal pain on exertion for 
several months. 

PHYSICAL EXAMINATION: The skin exhibited 
an ashen-gray cyanosis. Blood pressure was 70/40. 
rhe pulse rate was 120. Heart sounds were faint. 
Moist rales were audible. The liver edge was palpable 
3} finger breadths below the right costal margin. The 
abdomen was soft. The patient appeared dyspneic, 
and seemed to be in severe pain. 


ACCESSORY CLINICAL FINDINGS: Hemo- 
globin 13.1 grams. Erythrocyte count 4,660,000. 
Leukocyte count 34,400. Differential: segmented 


neutrophiles 72, bands 16, lymphocytes 9, monocytes 
3. The E.K.G. was described as “unremarkable.” 

COURSE IN HOSPITAL: The patient was anuric 
throughout his hospital stay. He was given 300 cc. of 
plasma and 500 cc. of whole blood, and placed in an 
oxygen tent. His pain continued to progress inferiorly 
ind ultimately involved his legs. He complained of a 
leeling of being paralyzed. His pain was so severe 
that large doses of narcotics were required. He de- 
veloped marked dilatation of the veins of the neck 
ind lower extremities, exhibited a rapidly progressive 
lown-hill course, and expired about 6 hours after the 
mset of his pain. 


AUTOPSY FINDINGS 
At autopsy, the exhibited a dissecting 
ineurysm. There was a thick hemorrhage into the 


media, which extended from a point about 2 cm. 
down 


aorta 


aortic valve, over the arch and 
through the thoracic portion of the aorta on into the 
ibdominal portion as far as the renal artery. The 
separation involved almost the entire circumference of 
the aorta. There was extensive intimal atherosclerosis 
of the aorta, but no definite point of rupture could be 
seen connecting the intima with the split in the media. 
The adventitia exhibited a transverse lesion about 1.5 
cm. long, and located just above the origin of the 
aorta, on its anterior surface. This lesion com- 
municated with the split between the layers of the 
media and probably allowed blood to pass into the 
epicardial fat, and possibly into the pericardium. 


ibove the 


Spartanburg, S. C. 


Microscopic sections from the aorta showed that 
the split involved the outer half of the media of the 
aorta, so that a layer of blood was present in the 
media. 

The pulmonary artery showed a small amount of 
extravasation into its media for a very short distance, 
but this apparently was due to the blood having 
dissected down to the base of the heart and then up- 
ward in the wall of the pulmonary artery. 

There was a hemopericardium, the pericardial 
cavity containing about 400 cc. of dark blood, most 
of which was liquid. The heart was enlarged; there 
were areas of bloody discoloration at the base of the 
heart, with hemorrhage into the epicardial fat. Left 
ventricular hypertrophy was present. Sections from the 
myocardium showed petechial hemorrhages between 
muscle fibers, and there was some scarring near the 
apex. 

The left lung showed an extravasation of dark blood 
between its lobes and both lungs showed some con- 
gestion with heart failure cells being present. 

The mediastinum generally showed extravasation 
of blood into its tissues. The kidneys show some 
thickening of the arteriolar walls, and there was hemo- 
globin in the tubules. 

DISCUSSION 

Dissecting aneurysm of the aorta is said to occur in 
about 2 to 5 cases in every 1000 autopsies.1 

Generally, examination reveals a defect or a tear 
in which blood enters the media and separates it into 
two laye:s; this usually occurs 1 to 2 cm. above the 
aortic valve.2 

It is said that this point is under stress as a support- 
ing structure for the heart; also, the pressure in the 
uorta is exceedingly high at this location. Hypertension 
is a common precursor of dissecting aneurysm of the 
aorta. An atheromatous ulcer may also be the site of 
rupture; but syphilis is an infrequent cause.2 

Schlichter states that the evidence points toward 
local ischemia as _ the of these dissecting 
aneurysms. He suggests the following four possible 
means: 

1. Obstruction of the vasa vasorum, especially by 

arteriosclerosis. 

2. Dilatation with stasis as in shock, also vaso- 

constriction of the vasa vasorum by epinephrine. 

3. Diminished oxygen saturation. 

4. Congenita! anomalies.3 

Certainly hypertension alone does not seem to be 
an adequate explanation. The normal aorta will with- 
stand a pressure of 1000 to 2000 mm. of mercury; so 
it seems likely that there must be some degenerative 
change or factor present in addition to the hyper- 


cause 


tesion.! 
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It is noteworthy that in many of the cases of dis- 
secting aneurysms no intimal tear is demonstrable.1 

In one series of 5 cases of rupture of the aorta, all 5 
cases showed a “peculiar” non-inflammatory de- 
generation of the media.4 

In another series cf 3 cases, all showed medial 
changes consisting of an increase in a homogeneous, 
the 


media. These cases were reported by Moritz, and are 


pale-staining, basophilic, acellular material in 


believed to represent medio-necrosis aortae  idio- 
pathica cystica.5 

Medial degeneration of the aorta was noted in 95 
out of 210 aortas from routine autopsy material by 
one author.6 

The same author has stated that lesions consist of 
ioss of muscles, elastic tissue, and collagen, without 
inflammatory reaction; healing is said to take place 
by loose scar formation and by regeneration of muscle 
and elastic tissue; he believes that possible pre- 
disposing causes include old age, heart disease or 
hypertension.7 

In another series of 5 cases, 3 of which showed no 
intimal tear, it was believed that the underlying 
pathology started with degeneration of the aortic wall, 
especially the media; it was suggested that the vasa 
vasorum gave way, and that a hemorrhage formed 
about one of these ruptured small arterioles, with ex- 
tension by pounding of the intima upon it.8 

Winternitz is also of the opinion that dissecting 
aneurysm arises from hemorrhages within the vessel 
wall.9 

Various experimental methods have been devised to 
study these lesions: for example, dogs have been 
given histamine to produce shock; those that survive 
develop degenerative, cystic and calcifying lesions in 
the aorta, and these are located mostly in the media.1© 

One investigator used a hot iron to coagulate the 
adventitia of the aortae of dogs; these vessels were 
then examined at intervals of 6 hours up to 6 days. 
The early changes included edema in the inner third 
of the media, and small hemorrhages in the outer 
third. The outer and middle thirds showed necrosis, 
and the inner third developed necrosis and cyst forma- 
tion followed later by collagen fiber replacement.11 

In another study, rabbits were given diphtheria 
toxin in various doses. In the early stages, the intima 
showed merely wrinkling. Further advancement of the 
process showed thinning of the media with wrinkling 
of the adventitia, and in the late stages the aorta was 
greatly dilated, showing fissures in the intima.12 

Microscopically, the media showed degeneration 
first which involved the muscle fibers, and the cyto- 
plasm was swollen and looked flocculent. Later on, 
the nuclei of the muscle cells showed pyknotic nuclei 
followed by swelling of elastic fibers with tendency 
of the elastic laminae to lie close together. Calcifica- 
tion was occasionally seen.12 

Although dissecting aneurysm is usually fatal, pa- 
tients have been known to Fisher's 


survive; case 


showed an incompletely ruptured aorta which was 
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healed.13 

The symptomatology is that of a rapidly progressing 
vascular occlusion. Reisinger states that the symptoms 
include agonizing, tearing pain which usually begins 
in the mid-chest, but later involves the shoulders, 
back, abdomen, and legs. Patients may exhibit fever, 
vomiting, circulatory collapse, leukocytosis, anemia, 
and an elevated icterus index. There may be oliguria 
hematuria. The E.K.G. 
may show a decreased QRS voltage with occasional 
changes in T 2 and 3, with depression of ST 1 and 2, 


azotemia, albuminuria and 


and elevation of ST 3. X-ray may show serial changes 
manifested by widening of the mediastinal shadow.14 

Hamburger says that the E.K.G. shows changes 
characteristic of coronary occlusion. In his series, 
several of the patients had fainting as a symptom, 
rather than pain; in one of the cases, there was in- 
creased pulse volume in the carotid artery, which was 
thought to be due to a spontaneous aortic periarterial 
the blood in the 


media.15 One wonders, however, whether this may 


sympathectomy performed by 
have been a case in which the dissection began in 
the abdominal aorta and had the physiological effect 
of a coarctation. 

In the diagnosis of this dissecting aneurysm, angio- 
cardiography may be of some help. Golden and Weens 
have recently reported a case of a patient who had had 


symptoms for about 3 


weeks and in whom angio- 
cardiography showed thickening of the aortic wall. 
Operation was performed, and the patient responded 
nicely to therapy. These authors warn that this pro- 
cedure should not be used in the acute states of dis- 
secting aneurysm because of the risk of rapid in- 
jection of diodrast.16 
COMMENT 

The recent work of Schlicter, referred to above, in- 
the arterial 
wall may play some part in the pathogenesis of this 


dicates that decreased oxygen supply to 


condition; and the opinion of Winternitz, that the 
condition arises from a hemorrhage within the vessel 
wall seems to be in accord with this. Inasmuch as no 
communication between the lumen of the aorta and 
the false lumen of the media could be demonstrated 
in this patient, it seems possible that a small hemor- 
rhage may have originated in the media of the aorta, 
and this may have extended up over the arch and 
downward, in a period of a few hours. It seems likely 
that arteriosclerosis must 
played some part in the causation of this hemorrhage. 
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Carcinoma Of The Cervix Uteri* 


LAWRENCE L. Hester, Jr., M. D. 
Medical College of the State of South Carolina 
Department of Obstetrics and Gynecology 


Each year untold hundreds of women suffer from 
carcinoma of the cervix uteri. They not only endure 
the ravages of the disease itself, but tolerate the treat- 
ment. This is not a disease of the aged, but may occur 
at any age. Heckel recently reported adenocarcinoma 
of the cervix occurring in 2 young girls aged 7 months 
and 11 months.1 Epidermoid carcinoma of the cervix 
is infrequent in the later teens and early twenties but 
may occur. The possibility of carcinoma of the cervix 
should never be eliminated solely on the age of the 
individual. 

The incidence of carcinoma of the cervix is higher 
in married women, regardless of childbirth. In a re- 
cent study by Maliphant the probability of develop- 
ment of cervical cancer vary from one in 21,000 for 
single women, one in 6,500 for childless married 
women, to one in 1,500 for parous women.2 

I will not burden you with a classification of car- 
cinoma of the cervix, but simply state that there are 
two main types plus a combination of the two. The 
most frequent type is epidermoid or squamous cell 
carcinoma of the cervix. This arises from the squamous 
epithelium usually at the junction of the cervix with 
the endo-cervix. When we speak in general terms of 
cancer or carcinoma of the cervix, this is the type that 
we imply. Next in frequency in adenocarcinoma of 
the cervix which arises from the cervical glands of the 
endo-cervix. It is of prognostic and therapeutic im- 
portance to differentiate between an adenocarcinoma 
irising in the endo-cervical canal and one that has 
invaded the cervix, but originated in the endometrium. 
The third type of cancer of the cervix is 
adenoacanthoma which contains both glandular and 
squamous elements. 

There are three chief signs and symptoms of car- 
cinoma of the cervix: 1. bleeding 2. abnormal vaginal 
discharge 3. pain. The chief sign is bleeding and this 


*(Presented at Annual Meeting, Myrtle Beach, 1951) 





is usually the first sign. It may be slight contact bleed- 
ing following coitus, douching, or simple pelvic ex- 
amination. Not only is vaginal bleeding our first sign, 
it is also our most common for in an evaluation of 
1,939 cases Dr. Meigs from Boston found that vaginal 
bleeding occurred in 86% of the cases.3 This bleeding 
was usually intermenstrual or post-menopausal rather 
than hemorrhagic and was often post-coital. Any post 
coital, post douching, or post-pelvic examination 
bleeding must be taken seriously regardless of the age 
of the female. One must remember that this is usually 
our first sign of carcinoma of the cervix and cannot be 
dismissed without adequate pelvic examination which 
includes vaginal spreads or biopsy. Since vaginal 
bleeding is due to destructive ulcerative changes, it 
may be expected to become more frequent and more 
profuse as the disease advances and this is the case. 
Unfortunately in a few cases bleeding does not occur 
until the disease has obtained a fairly good foothold 
into the lymphatics, so even an alert and intelligent 
patient may be doomed before the symptoms start. 


The second sign is an abnormal vaginal discharge, 
usually watery, which may be noted even before the 
appearance of bleeding, especially in adenocarcinoma. 
The study of Meigs quoted above had the abnormal 
vaginal discharge present in 32% of the patients.3 
Sooner or later; however, such a discharge becomes 
tinged with blood. As the disease progressed both the 
bleeding and the discharge become more persistent 
and profuse and the increasing ulceration and 
secondary infection makes the discharge increasingly 
offensive. An offensive discharge is usually present in 
terminal or near terminal cases of carcinoma of the 
cervix and is of much distress to the patient because 
she cannot keep herself clean. 

Another symptom is pain. I want to emphasize that 
pain is not an early symptom of carcinoma of the cer- 
vix but a symptom of late carcinoma of the cervix. 
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The same series quoted previously showed that pain 
occurred in 42% of the reviewed 
located chiefly in the pelvis or lower abdomen but 


cases and was 
occurred also in the back and to a lesser extent the 
hips, legs, and thighs.3 Pain of the lower back, or of 
one or both lower extremities is not uncommon, and 
is evident of pelvic involvement by peripheral spread 
associated with some degree of inflammation. Pain in 
the lumbar region, particularly when associated with 
pain deep in the pelvis and groin is characteristic of 
ureteral stenosis. Vaginal extension with ulceration 
produces pain and tenderness into the vagina which 
may vary with the extent of the involvement and the 
pain threshold of the patient. Pain in the bladder, 
frequency, or frank hematuria results from anterior 
spread or pressure. Pain in the rectum, constipation, 
or buldging hemorrhoids may be a_ sign posterior 
spread or encroachment upon the rectum. One still 
sees patients with recto-vaginal fistulae who seek help 
late Still 


distant metastases beyond the pelvis give rise to pain 


in the stage. more advanced cases with 


in the location of the metastasis. 


One very frequent and important symptom of cervi- 
cal cancer has not been mentioned, which has a large 
bearing upon the adaption of the patient to the treat- 
ment. This is fear. Most women who finally seek 
advice because of vaginal bleeding, discharge, or pel- 
vic pain, have a fear of cancer. One cannot hope to 
gain the confidence of a patient whom he proposes to 
treat if he begins the relationship by deception. 

As one can easily see there are few signs and 
symptoms of carcinoma of the cervix; therefore, it is 
imperative that none of these signs and symptoms go 
unheeded. Eighty to ninety per-cent of patients have 
carcinomatous extension beyond the cervix when the 
patient is first seen by a physician. 

The treatment of invasive carcinoma of the cervix 
is irradiation. The surgery that is now being done is 
experimental and only the passage of time will tell if 
the 5 year survival rate is increased by surgical inter- 
vention. 


The 5 year survival rate with irradiation is as follows: 


Holt Radium 





Meigs3 24 Clinics4 Ist.5 
a ae 58.6% 59.6% 68% 
a 27.5% 41.2% 43% 
saee TT ...... 6.9% 22.9% 26% 
mene TV ..... 3.0% 6.2% 5% 
All Stages -... 21.5% 30.9% 29% 


It is interesting to note the high stage II and stage 
III 5 year survival rates as reported by the 24 clinics 
and the Holt Radium Institute. However, the survival 
rates for 5 years is not higher than other clinics report. 
In computing 5 year survival rates we include those 
patients who later die of recurrences; so the statistics 
do not always give the true picture. 


It is quite easy to see from the statistics just reported 





that the 5 year survival rate with irradiation for in- 
vasive carcinoma is approximately 30% in the best 
clinics in the country. Five year survival rate for sur- 
gery or surgery plus irradiation is 40% as quoted by 
Bonney in England6 and 32.1% as reported by 
Schlink from Australia.7 It is to be noted that Bon- 
that 
operable and does not include the 37% with wide- 


ney’ statistics include only those cases are 


spread extension (stage III and stage IV) that he 
not 
good and offer little hope to a person having cervical 


considers nonoperable. These percentages are 
carcinoma, especially if it is stage III or IV. 
Ilow are the present 5 and 10 year results to be 
improved? One realizes that the survival rate from 
surgery or irradiation or both can only be increased 
slightly with improved facilities, techniques, etc. In 
the future some chemotherapeutic agent may be dis- 
covered or developed to eradicate carcinoma but what 
can one do today to increase the survival rate? The 5 
year survival rate can be increased greatly if car- 
cinoma of the cervix is diagnosed and treated before 
it becomes invasive. Non-invasive carcinoma of the 


cervix, carcinoma-in-situ, intra-epithelial carcinoma, 
potential or convert carcinoma, or pre-invasive car- 
cinoma all refer to the same disease process. I shall 
refer to it hereafter as intraepithelial carcinoma of 
the cervix. It is now believed that carcinoma of the 
cervix is a neoplasm with prolonged initial phase dur- 
ing which time it is confined to the covering epithe- 


lium.8 


It must be emphasized that there are no signs and 
symptoms of intraepithelial carcinoma of the cervix 
uteri and it cannot be clinically suspected on palpa- 
tion or visualization of the cervix. Gynecological 
symptoms and signs may be present with intra- 
epithelial carcinoma, but they are usually due to a 
co-existing disease such as fibromyomas and cervi- 
citis chronic. If a cervical lesion is present and there 
is some form of vaginal bleeding, one has to assume 
clinically that carcinomatous invasion beyond the 


basement membrane has taken place. 

How can the diagnosis of carcinoma of the cervix 
be made before invasion has taken place? It can only 
be made by routine smears or cervical scrapings, 
sponge biopsy, or biopsy of every adult female who 
presents herself at a physician’s office. Emphasis must 
be placed on every patient, for unless we make this 
procedure or procedures routine, intraepithelial car- 
cinoma of the cervix will continue to be passed by 
until it has become invasive. If there is a cervical 
lesion present, then biopsy should be done in prefer- 
ence to a cervical smear, for here there is a definite 
lesion to be examined. However, one should remember 
that only one small area is being examined on a 
biopsy and the pathologist cannot be held responsible 
for changes that are taking place only a few milli- 
meters away. If the cervix is clean then a cervical 
smear should be done as a routine part of the pelvic 
examination. A cervical smear obtains a sampling of 
the epithelium of the entire cervix and thus is superior 
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i. the biopsy. A sponge biopsy ( gladstone sponge ) is 
usually used with a biopsy when there is vaginal 
||. eding, and in post-radiation cases where it is quite 
difficult to obtain scrapings. Foote and 
Stcwart’s article? on the anatomical distribution of 
2° intraepithelial carcinomas of the cervix supports 
routine cervical scrapings even in the presence of 

rvical lesions. Based on their anatomical studies, if 
me selected for biopsy the central junctional area of 
the anterior or posterior lip, either one of these two 
sites would have produced about thirteen positive 
ithological reports. If specimens were simultaneously 
taken from both these locations, twenty of the twenty- 
seven cases would theoretically have been reported as 
positive. If, in the biopsy scheme, additional material 
was also taken from the lateral angles of the external 
would 


cervical 


os, twenty-five of the cases 


presumably have been reported positive. Two of the 


twenty-seven 
lesions were of the endo-cervix and could not be diag- 
nosed by cervical biopsy. 

Foote and Stewart’s article? is not included to re- 
fiect critically on the biopsy, for actually there were 
more routine negative smears in this study. It is 
supposed to show the limitations of the biopsy and 
the best areas in which to take a routine cervical biopsy 
with or without a cervical lesion. As mentioned pre- 
viously, the cervical smear in no way supplants a 
hiopsy. There is no justification for doing a smear in- 
stead of a biopsy; however, there are adequate reasons 
for doing a smear in conjunction with a biopsy. These 
ire two distinct laboratory methods of diagnosis that 
have definite indications. They supplement each other 
nstead of one supplanting the other. 

It is mandatory that a positive smear or a suspicious 
mear be further investigated before therapy is begun. 
rhere is no excuse to begin therapy until the extent of 
the carcinoma is determined. A positive smear in no 
way indicates whether or not a lesion is invasive, or 
the amount of the invasiveness. It is ideal to have 
multiple sections from a surgical conization of the 
cervix before therapy is instituted. 

The practice of taking a biopsy or smear of the cer- 
cauterization 
ondemmed. Cauterization should not be done until 


ix followed by immediate is to be 

pathological report is received, for more cervical 
tissue for microscopic examination may be requested. 
Cauterization destroys tissue and prevents an adequate 
evaluation of the cervix to be made if further study 
is desired. 

I have presented certain idealistic proposals to in- 
crease the 5 year survival rate of carcinoma of the 
cervix. These proposals will have to remain idealistic 
until we have more laboratories with pathologists 
trained in the cytological examination of cells. These 
laboratory procedures are further limited by the cost 
of the test and the capability of the patient to pay. 

CONCLUSIONS 
1) There are no signs and symptoms of intra-epi- 
thelial carcinoma of the cervix uteri. 
2) The detection of intraepithelial 
meticulous, time consuming work, 99% of which 


carcinoma is 


shows negative results. 
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3) Cervical smears or biopsy are a must with each 
routine physical or gynecological examination. 

4) The cervical smear supplements the cervical biopsy 

and does not supplant it. 

The 5 year survival rate for carcinoma of the cer- 

vix can only be markedly increased by diagnosing 

the lesion before invasion has taken place and in- 


a 


stituting appropriate treatment. 
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DISCUSSION 
by Dr. G. Fraser Wilson, Charleston, S. C. 

Dr. Hester has pointed out the advantage of making 
an early diagnosis of carcinoma of the cervix and of 
beginning treatment before the carcinoma becomes in- 
vasive. He has told us how the five year survival rate 
can be listed valuable lab- 
oratory procedures that are available to all of us prac- 
ticing in South Carolina today. 

I believe that it is impossible to over-emphasize the 


increased and he has 


role we practitioners should play in early cancer de- 
tection. Even with more laboratories, more trained 
pathologists, we are still the first line of defense in 
the fight against carcinoma of the cervix. Early can- 
cer detection in the office of the physician is the solu- 
tion to the problem. As time goes by we will find that 
the ideal cancer detection centers are in our own 
private offices. 

We all know it is difficult to biopsy or obtain 
Papanicoloan smears from every patient with cervi- 
citis or to subject an apparently well woman to the 
cast of these laboratory procedures. At the present 
time, however, they are the only available means we 
have at our disposal to diagnose early carcinoma. 
Failure on our part to make the diagnosis after the 
patient has presented herself for examination is the 
weak spot in our fight against carcinoma. 

Adequate periodic examinations of apparently 
normal women is the only way to lower the incidence 
of this disease and to make the diagnosis before the 
carcinoma becomes invasive. The women of South 
Carolina are being educated to the advantage of a 
yearly physical examination and the number of 
women requesting of this nature is 
steadily increasing. They are aware of the fact that 
carcinoma is no respector of age, parity or social 
status and they depend on us, the private practitioners, 
to protect them from the suffering and ravages of this 
disease which Dr. Hester has described so well for 
us today. 
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The Care 


OPEN FRACTURES 


Major wounds of the hand may be caused by crush- 


w tearing injuries, injuries from explosions, or by 


the impact of foreign bodies. Such wounds may in- 


» damage to skin by burning or avulsion, lacera- 
of soft tissues, and open injuries of bones or 


joints. The purposes of early treatment are: 


) Relief of pain and shock 

) Arrest of hemorrhage 

Protection against infection and further injury 
) Removal of foreign bodies and dead tissue 

) Conservation and_ restoration of damaged 
structures 


) Early healing 


7) Restoration of function 


irst-aid treatment 

Application of voluminous sterile dressing with- 
out interference with the wound, the hand being 
placed in the position of function. 

Hemostasis can usually be obtained by pressure 
gently applied to such a dressing. A tourniquet 
is rarely needed, but may be employed briefly 
to check brisk, continuing blood loss. 

Shock and pain may require appropriate treat- 
ment. 

The hand, in initial dressing applied as above, 
is splinted in position of function for transporta- 
tion to adequate surgical facilities. (See Article 


IT) 


Definitive treatment 


If bones or joints are thought to be involved, 
preliminary x-ray views are made without dis- 
turbing the initial dressing. 

Patient is treated systemically for pain, shock 
and hemorrhage; antibiotics and tetanus antitoxin 
(or toxoid booster) are administered, and the 
patient prepared for operation. 

In operating room, with patient anesthetized, 
dressing is removed. 

With the wound carefully protected, the arm, 
forearm, and hand are scrubbed, shaved and 
draped. 

The skin wound and the area about it are care- 
fully and gently cleansed with soap and water 
or mild detergent (no antiseptics) and the entire 
wound examined. Bleeding vessels are ligated. 
Foreign material and 
accurately trimmed away. 


devitalized tissue are 

This procedure aims at thoroughness, but must 
strictly conserve the maximum of viable tissue. 
It is particularly important to preserve skin and 
all bone fragments which are not completely 
free and displaced. 








*Note: This is one of a series of articles on “The Care of 


Injuries.’’ This material is prepared by the American 


Society for Surgery of the Hand and is distributed by the 
Committee on 
through its Regional Committees. 


Trauma, American College of Surgeons, 
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Of Hand Injuries* 


Repair of soft tissue injuries is governed by 
criteria of length of time since injury and of the 


degree and nature of contamination. (See 
Article IV) Where conditions are favorable 
(i. e., in relatively clean wounds not more than 


three or four hours old), initial repair may be 
effected within limitations described in Article 
IV. 

Even in unfavorable severed 


cases, nerves 


possible, or at least 


identified by long sutures of stainless steel. 


should be united if 
Dislocations of joints, if open in the wound, are 
reduced. 


Bone fragments in the open wound are restored 
as nearly as possible to normal position, but 
without fixation by foreign material. In some in- 
stances the employment of stabilization with a 
minimum of stainless steel wire is justifiable if 
required to maintain reduction. 

Maintenance of reduction of open fractures may 
usually be obtained by skeletal traction or ap- 
propriate splinting. (See Article V) If required, 
pins for bone fragment fixation or skeletal trac- 
tion are applied as there described. 


Maximum skin closure is eflected. (See Article 
IV ) taken to cover bones, 
joints, Where 
pedicle skin grafts (local or from abdominal 


Particular care is 


tendons and_ nerves. required, 
wall) may be used for coverage unless estab- 


lished or inevitable infection forbids. 


and the hand 
splinted as required tor optimum control of its 


Pressure dressing is applied 
repaired injuries, approximating as closely as 
possible the position of function. (See Articles 
IV and V) Flat splinting is to be avoided. Un- 
injured parts of the hand should be left free for 
movement. The hand is kept elevated. 


C. Subsequent dressings 


These are managed with regard to the following 


factors named in the order of their importance: 


(a) Control of infection, adequate drainage; (b) 


Establishment of bony union and joint healing; 


(c) Early completion of skin coverage and heal- 


ing. 


to 





The 


may 


in the wound 
require early and frequent dressings to in- 
its control. These should be done under 
aseptic conditions and in such manner as not to 


establishment of infection 


sure 


disturb the corrected position of injured bones 
or joints. 


Large skin defects should be covered by grafting 
at the earliest moment compatible with the 
maintenance of position of corrected bone and 
joint injuries. (See Article III) 
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), Restoration of function 


Following healing of skin and soft tissues and 
firm union of bony structures, as much function as 
possible should be restored by directed active use 
of the hand, therapeutic exercises and occupational 
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therapy. 

Reconstructive surgery is often required after 
such injuries to permit maximum restoration of 
function. Such reconstruction will be less extensive 
and less formidable if the early management of 
the injury is judiciously and carefully carried out. 





CANCER 


Edited by Henry W. Mayo, Jr., M.D., Charleston, S. C. 








RADIOISOTOPE PROGRAM OF THE 
MEDICAL COLLEGE OF THE STATE 
OF SOUTH CAROLINA 
WituiaM M. McCorp, M. D. 

Joun C. Hawk, Jr., M. D. 

Humpnuerey K. Ezevt, M. S. 

In 1949 a program for the use of radioisotopes was 
instituted at the Medical College of the State of South 
Carolina. In compliance with the requirements of the 
Atomic Energy Commission a Committee, composed 
of various medical specialists, was appointed by the 
President of the Medical College to supervise the pro- 
gram and to exercise control and safety measures for 
the best interests of both patient and physician. This 
Committee was authorized initially to use four iso- 
topes: iodine, phosphorus, sodium and iron. However, 
the Committee decided to limit the activities of the 
program at first to the use of radioactive iodine (1131) 
and phosphorus (P32) because more was known of 
these isotopes, because their physical characteristics 
made them safer and easier to handle, and because 
their use promised to have more general application 

than did the use of other isotopes. 

Any isotope with a short half-life decomposes 
rapidly, making it necessary to set up a closely co- 
ordinated program regarding shipments of the isotope 
and scheduling of patients. Such an isotope in general, 
however, is safer to use in that exposure time is 
limited to only a few days. Isotopes with longer half- 
life periods are easier to use but exposure periods, 
after absorption, may be dangerously long if they 
are not excreted rapidly, and if they are deposited 
more or less permanently in the tissues. On this basis, 
1131, with a half-life of eight days and P32, with a 
half-life of 14.3 days, are very satisfactory for they 
can be shipped conveniently without too much loss 
during the period of transit and also, even though 
absorbed and deposited, will not give exposure times 
of dangerous length. 

Supplies of I131 and P32 are obtained at regular 
intervals from the Oak Ridge National Laboratory in 
special containers, by Air Express. Upon arrival, the 
radioactive material is diluted to a standard con- 


This program is supported in part by a cancer training 
grant from the National Cancer Institute of the National 
Institutes of Health, U. S. Public Health Service. 

From the Cancer Clinic and the Department of Chemistry, 
the Medical College of the State of South Carolina, Charles- 
ton, South Carolina. 





centration and the concentration measured and 
checked against the value submitted with the material. 
This procedure serves as a double check upon the 
strength of the radioactive material and also as a 
check upon the accuracy of the measuring instruments 
in this laboratory. As a further check, each day before 
use the instruments are calibrated against standard 
samples of radium and at intervals of three months 
against standard samples of 1131 and P32 supplied 
by the United States Bureau of Standards. After dilu- 
tion and standardization, the 1131 or P32 is ready for 
administration to patients. 


The choice of patients is the responsibility of the 
Committee upon the request of the physician referring 
the patient. As a general statement, the possible ad- 
vantages to the patient are weighed against the pos- 
sible dangers. On this basis, the Committee is re- 
luctant to allow the administration of radioisotopes 
in therapeutic dosages if further surgical or medical 
procedures could conceivably be helpful. However, 
if further surgical or medical procedures are ap- 
parently impossible or inadvisable and if the ad- 
ministration of radioisotopes could be useful, no 
objection is raised, provided proper controls and safe- 
guards are observed. A standard procedure has been 
developed which seems fairly satisfactory to all con- 
cerned: Any patient who is considered by his physi- 
cian to be a candidate for radioisotope therapy may 
be referred to the Radioisotope Committee. After 
complete medical work-up, a tracer study, with either 
1131 or P32, is performed, using 50 to 100 micro- 
curies, to determine the localization potentialities of 
the tissue concerned. This study requires 48 hours 
and therefore hospitalization is strongly advised. The 
entire body is surveyed 24 hours and 48 hours after 
administration for localization of the radioactive iso- 
tope. Urine is collected at each voiding, and at the 
end of the period the individual urine samples are 
assayed for excreted isotopes. On the basis of this data 
and the patient’s clinical picture, a decision is made 
regarding the advisability of giving a therapeutic dose. 
The desirability of the administration of therapeutic 
doses varies with two factors: the localization of the 
radioactive isotope in the specific tissue, and the 
sensitivity of the specific tissue to radiation. Usually 
it is considered useless or even unwise to attempt 
radiation with isotopes of types of tissues resistant to 
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radiation or of tissues which do not selectively pick 
up the particular isotope used. Assuming that localiza- 
tion and sensitivity are favorable, the isotope is given 
by mouth in water solution. The patient is observed for 
48 hours, the urine assayed and the whole body again 
surveyed for radioactivity. The patient may then re- 
turn to his home for observation by his family physi- 
cian and should have periodic examinations and blood 
surveys. At intervals of two to three months he should 
return for observation and for possible repetition of 
therapy. In some instances patients may be referred 
to the Medical Division of the Oak Ridge Institute of 
Nuclear Studies for the initial or even the entire 
period of treatment. 

The facilities of the Radioisotope Program have 


been used in the following types of cases: 
TRACER STUDIES: 


1131; Localization of aberrant thyroid tissue, such 
as sublingual and substernal thyroid tissue. 
Localization of metastases of thyroid car- 
cinoma. 

Estimation of activity of thyroid in suspected 
hyperthyroidism and hypothyroidism. 

P32; Localization of intracranial tumors. 

Blood volume studies. 


THERAPY: 


1131; Advanced metastatic thyroid carcinoma. 
Selected cases of hyperthyroidism. 

P32; Polycythemia vera. 

Hodgkin's disease, 


Leukemia, lymphosar- 


coma. 


Again it should be emphasized that only those pa- 
tients for whom conventional therapy seems to offer 
no further benefit are accepted for treatment and then 
only if radioisotope therapy gives promise of definite 
improvement. In some particular and = special cir- 
cumstances a few other types of patients, not in- 
cluded in the above list, have been examined and some 
have been treated. 


The danger associated with the use of radioisotopes 
is similar to the danger associated with the use of any 
potent drug or procedure. Overdosage or ill-advised 
or ill-timed administration may result in undesirable 
consequences which may not become apparent until 
considerable time has passed. The dosages used in 
this program so far have been small, tending 
specifically toward the conservative side. The radio- 
activity present in tracer doses approximates the 
activity in the average luminous wrist watch dial face 
and is completely dissipated in a matter of days. 
Therapeutic doses are higher and theoretically they 
might produce symptoms of radiation toxicity. How- 
ever, by suitable dosage at suitable intervals, usually 
not oftener than two to three months, no untoward 
symptoms would be expected. To date, there have 
been no reported cases of interference in gene struc- 
ture following the use of these isotopes. In this pro- 
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gram, however, therapeutic doses of radioisctopes will 
not be administered to females in the childbearing 
age group until this type of reaction is more fully 
understood. At present the knowledge of the effect of 
this type of radiation is based almost entirely upon 
information obtained from the action of Roentgen 
rays and little investigation has been done upon the 
action of the radioisotopes themselves. Programs of 
investigation upon the action of radioisotopes. after 
being absorbed and assimilated into the cells, are 
under way in various laboratories. Until such in- 
vestigations are complete, considerable care neces- 
sarily will be exercised in the use of isotopes. 

In some special respects there are advantages in the 
use of radioisotopes over the use of x-ray or radium. 
With the use of isotopes the radiation occurs within 
the involved tissues and should not affect large areas 
of skin and other tissues. This is only true, of course, 
of those isotopes which are well localized, such as 
iodine in the thyroid and iron in the red cells. Further- 
more, isotopes can be conveniently employed to give 
a low dose of radiation over a longer period of time. 
rhe action of radioisotopes, however, cannot be 
“turned on and off” as is possible in x-ray therapy. 
Once administered, their effect continues until their 
decay is complete or excretion occurs. 

Specialized procedures are now being developed 
which may increase the range of application and 
effectiveness of isotopes. Drugs and hormones may 
stimulate absorption or excretion of particular elements, 
thus affording a method of partial control of ad- 
ministered isotopes. In some cases the isotopes may 
be incorporated in the drugs themselves. Other iso- 
topes are being tried because of particular chemical 
and physical characteristics, such as colloidol gold, 
which is not absorbed and which, therefore, confines 
its action to the site of injection, as in a serous cavity. 

The Medical Division of the Oak Ridge Institute 
of Nuclear Studies is currently studying the use of 
radioisotopes in a variety of conditions. The Director 
of the Medical College Cancer Clinic, in his capacity 
as a consultant of the Medical Division, is authorized 
to make arrangements for referral of patients from 
the State of South Carolina to Oak Ridge for radio- 
isotope therapy. At the present time the following 
types of patients may be referred for treatment at 
Oak Ridge: 

1. Carcinoma of the prostate with bone metastases 
of osteogenic type in patients who are no longer 
helped by standard therapy. 

2. Osteogenic sarcoma with inoperable metastases. 

3. Carcinoma of the thyroid not amenable to sur- 
gical therapy. 

4. Pleural metastases from any type of carcinoma 
in which recurrent pleural effusion is the main prob- 
lem, preferably massive 


without intrapulmonary 


lesions. 
5. Carcinomatosis of the abdomen in which ascites 
is the cause of most of the symptoms. 
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6. Active Hodgkin’s disease, previously treate 4; pa- 
ents for whom there is not satisfactory treaunent, 
ut who are not terminal. 

7. Multiple myeloma. 

8. Chronic myelocytic leukemia. 

9. Polycythemia vera. 

10. A few patients with metastatic malignant :nela- 
noma who are in fairly good general condition and 
vho have lesions suitable for multiple biopsies. 

Any physician in South Carolina who has a patient 
who might fit into one of these categories should con- 
tact the Director of the Medical College Cancer Clinic 


i 
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for consideration of referral of the patient to Oak 
Ridge. 

The Radioisotope Program of the Medical College 
is still in the formative stage and the number of pa- 
tients examined and treated thus far is not sufficicatly 
large to permit statistical evaluation of the results. 
Rapid expansion of the program is anticipated in the 
future, for with the completion of the new Medical 
College Laboratory Building (Fall, 1952) truly 
adequate facilities for a radioisotope laboratory will 
become available and will permit not only more ex- 
tensive employment of the isotopes now in use but 
also the addition of other isotopes within the scope 
of the program. 











ANNUAL MEETING 
MYRTLE BEACH 


MAY 13, 14, 15 


Tuesday, May 13—10 A. M. 


House of Delegates Convenes 


Wednesday, May 14—2 P. M. 


Scientific Session Begins 


Thursday, May 15—1 P. M. 


Alumni Luncheon 


Thursday, May 15—7 P. M. 


Annual Banquet 


Headquarters — Ocean Forest Hotel 
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The committee appointed to seek passage by the 
South Carolina General Assembly of a bill which 
would reorganize The South Carolina State Board of 
Health and its Executive Committee in the manner 
approved by the House of Delegates in the called 
meeting held on December 9, 1951 failed in its efforts. 

Representative Robert S$. Galloway presented the 
bill which had been drawn by Mr. Meadors to his 
House Committee on Military, Public and Municipal 
Affairs. The committee held a hearing on it. Several 
members of our committee attended the hearing. The 
committee voted to introduce the bill unchanged and 
it passed the House as introduced and without 
difficulty. 

The Senate referred the bill to its Medical Affairs 
Committee with Senator Wm. P. Baskin as chairman. 
A hearing was held. Members of the State Optometric 
Association and of the State Veterinary Association 
were present to request that each organization have 
a member on the proposed new State Board of Health. 
Our association was represented by the President, the 
Chairman of the Committee on Legislation and Public 
Policy, and our Counsel. 

The Medical Affairs Committee of the Senate has 
16 members. Many members were not present at the 
The 
other important committce meetings were being held 


hearing. hearing was hurriedly held, because 
at the same hour and members of the Medical Affairs 
Committee wished to attend them. There was a short 
executive session of the committee after the hearing, 
and it was learned later that the committee voted to 
continue the bill. This probably means that it will dic 
in the committee, since all bills not passed, ratified 
and signed during this session of the General Assembly 
will die, since next year the Assembly will be a new 
one. 

As this is written, efforts have been made to secure 
District 
quested to use their influence with their senators, 
their members of the Medical 
Affairs Committee. Dr. John Douglas, president of the 
South Carolina Dental Association, brought pressure 


reconsideration. councilors have been re- 


when senators are 


to bear on a member of the committee who is a 
dentist. However, even if, as a result of these efforts. 
the bill should be voted out of committee, its chance 
of coming to a vote in the Senate are remote, since 
efforts are being made to rush the session to a close. 

Xx xX X 


Preparations for the annual 


ahead. Dr. John 


meeting are going 


Rainey and his Committee on 


Scientific Work have the scientific almost 


completed. Dr. Julian Price’s special committee to 


program 


rewrite and revise the constitution and by-laws has 
completed its preliminary work. Other special and 
standing committees are getting their tasks in order. 

Dr. Wyman King, president of the Alumni Associa- 
tion that the 
instead of Wednesday, as 


has requested alumni luncheon be 
scheduled for Thursday 
heretofore. 

The 
morning, recess for meetings of reference committees 


House of Delegates will convene Tuesday 
Tuesday afternoon and evening and will reconvene 
Wednesday morning and will complete its work by 
one o'clock that day. The scientific session of the 
Association will begin after lunch on Wednesday. 
There will be no official entertainment on either Tues- 
day or Wednesday evenings, although, if the weather 
is warm, there will be music for dancing in the patio 
These evenings will give opportunity for private 
parties and good fellowship. The annual banquet will 
be held Thursday night, at which time the President- 
Elect will be installed as President. 

The officers of the Women’s Auxiliary are casting 
the program of the Auxiliary to fit in with the changed 
arrangement of the Association meeting. 

Perhaps, the two most important items of business 
for the House of Delegates will be the consideration 
of the report of Dr. Roderick MacDonald’s special 
committee which would establish a grievance com- 
mittee, and the report of the special committee on 
constitution and by-laws. What to do further regard- 
ing the efforts of the House of Delegates to bring 
about a reorganization of the State Board of Health 
probably will come up for discussion and decision 
also. 

Section 12 of Chapter VIIT of the By-laws requires 
that, “Reports of standing and special committees 
shall be placed in the hands of the secretary sixty 
days prior to the annual session of the House of Dele- 


shall 


copied and have them mailed to the delegates of the 


gates, and in turn, the secretary have these 
various component societies thirty days prior to the 
meeting.” If that requirement is met, committee re- 
ports should reach the secretary by March 21, and 
the business of the meeting of the House will be 
expedited. Copies of recommendations requiring 
House action should be retained by the chairman so 
that he may present them on the morning of the first 
dav. 


J. Decherd Guess 
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5. DB. BV. BD. 


We want to open a membership drive here and 
now for the S. D. D. V. D.—the Society for the Dis- 
couragement of the Diagnosis of Virus Disease. We 
have been impressed this winter more than ever be- 
fore by the large number of patients whose history 
begins something like this—“Doctor, last summer I 
had a virus infection and I haven’t been able to 
throw it off since although I’ve taken several million 
units of penicillin, all sorts of mycins and any number 
of shots of vitamins.” 


Now we are quite willing to concede that there are 
a certain number of genuine cases of virus infection— 
ind certainly some of them are quite debilitating and 
mighty slow to convalesce, but we dare say that not 
more than 25% of the cases so diagnosed are true 
instances of virus infection; and most of those and all 
of the other 75% are overtreated. It is reminiscent of 
the years immediately following the influenza pan- 
demic of 1918-1919 when it was professionally un- 
hecoming to have a simple coryza or rhinitis or bron- 
chitis—it had to be influenza. 


“Virus infection” has become another diagnostic 
waste-basket into which we toss those cases that 
iren’t very sick and about whose true pathological 
process we are quite foggy. Most often we, as doctors, 
merely acquiesce in the diagnosis which the patient 
nakes himself. But once we are committed to the diag- 
iosis of virus disease, then we are on a treadmill that 
srinds on and on. The patient is pretty proud of him- 
self for having such an elite and popular disease with 
vhich he is on speaking terms. His pride soon turns 
to profound respect when he finds the capsules he 
nust take in abundance cost him fifty or seventy five 
cents apiece; and when the first batch doesn’t work 
he shifts to another color which is no less expensive. 
\bout that time he begins to get nauseated and may- 
ie develops some bowel disturbance which just proves 
to him that now the virus has invaded the gastro- 
intestinal tract. Certainly we are seeing lots of patients 
who started out with something rather simple, got 
involved in a lot of treatment and end up after several 


weeks debilitated, weak and unhappy and probably 
running the same fraction of a degree of fever they 
did at the outset. 


We think these people are sick—and we think that 
antibiotics are as responsible as any virus for their ill 
health. We are all familiar with the work of numerous 
investigators which prove beyond reasonable doubt 
that the antibiotics—every last one of them—result in 
a pronounced dislocation of the normal bacterial flora 
of the upper air passages and the gastro-intestinal 
tract. We know that in aureomycin there is a sub- 
stance which actually promotes the growth of candida 
albicans while the antibiotic portion of the drug de- 
stroys much of the normal bacterial flora of the in- 
testine. We know that severe avitaminosis often de- 
velops in patients heavily dosed with antibiotics. The 
diarrhea which so often occurs in the course of such 
therapy may be due either to monilial overgrowth or 
to the upsetting of the balance of power which 
normally exists in the intestinal flora. And it takes no 
great stretch of the imagination for us to picture the 
lassitude, weakness, anorexia and chronic exhaustion 
of these long standing and long treated virus victims 
as being due to this same bacterial revolution which 
has taken place all over the body 


Anyhow the moral is obvious. The use of antibiotics 
which can produce such drastic changes in bacterial 
flora is not to be entered into lightly. The current 
practice of dosing everyone who has a bit of fever, 
sore throat or other minor indisposition is poor medi- 
cine from every standpoint. 

W. R. M. 





YOUR CHANCE TO HELP 


Once again the American Red Cross is affording 
each citizen in this country the privilege of joining in 
the great work which that organization is doing. 
Physicians, as leaders in their communities and as 
those whose income is well above the average, should 
accept this privilege with an open heart. 


One has but to consider the far-flung activities of the 
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American Red Cross—collection of blood, rendering 
need in disaster areas, teaching of first aid, service at 
military installations, training of individuals for home 
nursing and for service as nurses aids in hospitals, 
etc.—to realize how much there is to be done and how 
much money it will take to operate the organization. 

Give and give liberally—the American Red Cross 
needs your help. 





SHALL WE OR SHALL WE NOT? 


A special committee has been appointed to revis« 
the Constitution and By-Laws of our Association and 
to bring it up to date. Undoubtedly, the committee 
will bring in recommendations for further amend- 
ments and changes and concerning these there should 
be general discussion. 


Here are some otf the questions which the com- 
mittee is even now considering: 

Should all  past-presidents be entitled to 
membership in the House of Delegates? 

Shali we have a Speaker for the House of Dele- 
gates or shall we continue our present custom of 
having the President of the Association preside? 

Shall we have a Business Manager or an Ex- 
ecutive Secretary? 

Shall the word “white” be eliminated as a re- 
quirement for membership in the Association? 

Shall we continue the plan under which the 
House of Delegates will meet this year—meeting 
on the morning of one day and the morning of 
the next, with reference committees meeting dur- 
ing the afternoon between—or shall we go back to 
our one day meeting? 

Comments upon these suggestions will be greatly 
appreciated and may be sent to any member of the 
committee Drs. J. D. Guess, O. B. Mayer, N. B. Hey- 
ward, or J. P. Price. 





GRIEVANCE COMMITTEE 

Shall our Association establish a Grievance Com- 
mittee? This question will be answered at the coming 
meeting of the House of Delegates in May. 

A specific plan for the establishment of such a 
committee was presented at our last meeting by a 
headed by Dr. Roderick Mac- 
donald of Rock Hill. It was decided to allow the pro- 
posed plan to lie on the table for a year so that all 
could study it. It was printed in full in the published 
minutes of the House of Delegates in this Journal. 


special committee 


At our coming meeting the proposed plan will be 
up for adoption or rejection. Undoubtedly there will 
be considerable discussion, possibly certain changes, 
before it is voted upon. It is our sincere hope that 
the plan, amended perhaps in some of the minor de- 
tails, will be adopted and put into immediate effect. 
There is need for such a plan in South Carolina and 


we should take our place alongside that large group 
of state 


who hav e already 


medical associations throughout the country 


established a committee of this 


type. 





COMPLAINTS OR SUGGESTIONS WELCOME 


The Blue Shield Plan has set up an Advisory Com- 
the 


criticism. Any physicians in the Association who have 


mittee for purpose of securing constructive 
suggestions or complaints regarding the fees or any 
other phase of the Plan, are requested to send them 
Committee, Dr. V. Wells Brabham, Jr., 


Chairman, Orangeburg, S. C. 


in to the 





DEATHS 





AUGUSTUS THEODORE NEELY 


Dr. A. T. Neely, 64. died February 1, at the Baptist 
Hospital in Columbia following a short illness. A 
native of York County, Dr. Neely was graduated from 
the Medical College in Charleston in 1913. Following 
his graduation he practiced general medicine in Fort 
Mill for five years. He then decided to specialize in 
eye, ear, nose and throat work and completed his 
training in Baltimore. For the past twenty years Dr. 
Neely had practiced his profession at Newberry. 
and 


He is survived by his widow, 


daughter. 


one son one 





NEWS ITEMS 





PIEDMONT PROCTOLOGIC SOCIETY 


There will be a one day session of the Piedmont 
Proctologic Society at the Charlotte Hotel, March 
29th. Any interested physicians are invited to attend 
this meeting and should notify Dr. C. C. Massey, 
Professional Building, Charlotte, N. C., or Dr. B. 
Richard Johnson, Raleigh, N. C. 


Dr. Lawrence W. Stoneburner of Ohio and Florida, 
is now associated with Dr. Henry Ross of Greenville 
in the practice of surgery. 


Dr. Malcolm L. Marion, formerly of Chester, has 
been promoted to the rank of Captain in the U. S. 
Air Force. 


Dr. Joseph W. McMeans, formerly pathologist at 
the McLeod Infirmary in Florence, has succeeded Dr. 
Ralph M. Weaver as pathologist at the Anderson 
Memorial Hospital. 
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THE TEN POINT PROGRAM 


M. L. MEADORS. DIRECTOR OF PUBLIC RELATIONS AND COUNSEL 





HEALTH BOARD REORGANIZATION BILL 
DIES IN SENATE 


rhe Bill to reorganize the State Board of Health, 
in accord with the recommendation of the House of 
Delegates of the South Carolina Medical Association, 
vent through the House of Representatives like a 
breeze. It was first approved by the House Committee 
on Public and Military affairs (which handles medical 
iffairs) and was introduced as a Committee Bill. It 
passed three readings without amendment and, in 
fact, without an amendment being offered, although 
there was an effort on the part of the veterinarians in 
the State to have an amendment offered to include 
one of their number. 


The Bill was read once in the Senate and referred 
to the Committee on Medical Affairs. Senator William 
P. Baskin of Lee County, Chairman of the Committee, 
in response to requests from one or more groups, set 
ihe matter for Public Hearing on the afternoon of 
luesday, February 12th. At the Hearing a large num- 
her of optometrists were present together with a con- 
siderable delegation of veterinarians, and each group 
presented to the Committee its grounds for the request 
that one of their number be included on the Board. 


Dr. J. Decherd Guess, Chairman, Dr. W. C. Cantey, 
ind M. L. Meadors of the Committee from the State 
Association, were present and Dr. Guess made a brief 
statement outlining the history of the recommendation 
nd stressing the fact that the Bill was the result of 
the action of the House of Delegates of the State 
Medical Association. 


The attitude of the members of the Committee who 
vere present seemed to be favorable toward the Bill 
is drawn and, in fact, information received prior to 
the Hearing indicated that it probably would receive 
he Committee’s approval and pass the Senate with- 
ut difficulty. After the Committee’s executive session, 
vhich followed the Hearing, however, we were ad- 
ised that the Committee had decided to continue the 
natter and various reasons were given, although the 
ictual basis for opposition was never made quite clear. 
Further effort was made to have the Committee con- 
‘ider the matter at a subsequent meeting scheduled 
for Wednesday afternoon, February 13th, but no 
iction was taken and as this is written, the indications 
ire that the Bill probably will remain in Committee 
ind not reach the floor of the Senate for debate. 


Reports current in the State House on February 
12th, the General Appropriation Bill having been 
passed, ratified and approved, were that no ad- 
ditional statewide legislation would pass the General 





Assembly this session. Thus far the Report has proved 
correct, and with almost certain adjournment sched- 
uled within a week, it is obvious that only county 
supply Bills and perhaps other purely local measures 
will be enacted. 


Two other Bills which were pending before the 
Senate Committee on Medical Affairs, one concerning 
provisions for Mental Hygiene and Mental Health, 
and the other to provide for the licensing of Physio- 
Therapists, met the same fate as did the Bill to re- 
organize the State Board of Health. 





S. C. MEDICAL ASSOCIATION SUPPORTS 
HEALTH OFFICER 


To the Editor of The News: 


Recently, in the State House of Representatives, the 
State Health Officer, Dr. Ben F. Wyman, was sub- 
jected to attack, and it was charged that he was not 
carrying out State Board of Health regulations re- 
lating to milk and milk products. This charge appears 
to have been adequately refuted by a statement ad- 
dressed to the members of the General Assembly by 
Dr. Wyman and dated January 10, 1952. 


Under existing law, the South Carolina Medical 
Association in its corporate capacity, along with the 
Attorney and Comptroller Generals, constitutes the 
State Board of Health. By reason of that fact, the 
South Carolina Medical Association has interested it- 
self in the numerous changes in the organization and 
administration of the health department and in the 
effects upon public health activities and objectives 
which have resulted. 


The Council, the executive committee, of the South 
Carolina Medical Association has not only made a 
rather extensive study of these changes and _ their 
effects. but its members have individually and_in- 
formally heard many complaints by doctors widely 
scattered throughout the State. These have had to do 
with restriction and abridgment of public health serv- 
ices and activities and have reflected considerable re- 
sentment over the way in which reorganization was 
effected without consultation and advice from the 
State Medical Association, acting as the State Board 
of Health. There has not been appreciable criticism 
of either the Executive Committee of the Board of 
Health nor of the State Health Officer. It seems to be 
the feeling of medical men generally that both the 
Board and Dr. Wyman have done the best that could 
be done under the restrictions imposed. 








THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION March, 1952 





announcing 


A NEW PUBLIC RELATIONS AID 


- - - to boost your PR rating 


TO ALL-MY PATIENTS 


I invite you to discuss frankly 


with me any questions regarding 
my Services or my fees. 


The best medical service is based 
on a friendly, mutual under. 
standing between doctor and patient 





NEW OFFICE PLAQUE As you know, a physician’s best public relations is car- 
ried on right in his own office. Here the physician gets 
Y dark brown lettering on buff acquainted with his patients . . . gives them a chance 
to talk over problems . . . builds a feeling of mutual 


harmonizes with any office decor understanding between patient and doctor. 


Your American Medical Association has designed an 
attractive new office plaque to be displayed prominently 
on an office desk or wall. This is a graphic invitation to 
for desk or wall patients to talk over professional services and fees. Patients 
like to ask questions, but often are hesitant to do so. This 
laminated plastic finish plaque will open the door to better relations with your 
patients. Order one today. 


measures 112 by 754 inches 





PRICE 


$1 
POSTPAID 
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However, the members of the Medical Association 
realize that great harm has been done to the ad- 
inistration of public health in our State. Personnel, 
uch of which had been specially trained with public 
alth funds, lost. Morale suffered 
reatly. Activities have had to be restricted, and a 
lealth department of which our citizens could well be 


has been has 


proud has become demoralized and perhaps mediocre. 


The House of Delegates of the South Carolina 
\ledical Association prepared and_ adopted 
resolutions for presentation to the General Assembly, 


has 


ind there is in process of being drawn up a bill in- 
corporating the provisions of these resolutions which 
seeks to modernize and to render more efficient, per- 
haps, the State Board of Health, and at the same time 
to bring about a closer relationship of the Board and 
political State Government. The proposed Board of 
Health would consist of nine individuals, to be ap- 
pointed by the Governor. There would be three non- 
medical members representing the consumer, three 
doctors, one dentist, one druggist and one registered 
nurse on the proposed Board, which would have 
supervisory powers over the Health Department. The 
Health Department, headed by a State Health Officer 
selected by the Board, would be executive and would 
carry out health laws and regulations. 


This Bill wil! be introduced into the houses of the 
General Assembly, and wide support for it is re- 
quested. To most members of the South Carolina 
Medical Association, its adoption appears to be a 
distinctly forward step. Although it will relate the 
Board of Health to State political government more 
closely, it will not throw public health matters into 
politics, which would be unfortunate. 


Some, not familiar with the facts, have interpreted 
activities of the Council of the Medical Association 


and the resolutions addressed to the General Assembly 
as critical of the Executive Committee of the State 
Board of Health and of the State Health Officer. The 
contrary is the fact. Although it is realized that Dr. 


made mistakes and that he has 
antagonized certain influential people, which is un- 
fortunate, it is also realized that he has done an out- 
standing service to public health during his service 
and that he is a man who would be difficult to replace. 
The South Carolina Medical Association, both as an 
organization comprising most of the doctors in the 
State and as the State Board of Health since 1878, 
stands squarely behind the Executive Committee of 
the Board, often erroneously thought of and referred 
to as the Board of Health. It stands just as squarely 
behind the State Health Otficer, Dr. Wyman. 


Wyman has 


J. DECHERD GUESS, 
President, S. C. Medical Association 


The Greenville (S. C.) News 
January 20, 1952 
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A. M. A. CLARIFIES POINT REGARDING 
MEMBERSHIP DUES 


In answer to severa! queries, the membership de- 
partment of A. M. A. has clarified a point in con- 
nection with the payment of dues by a member who 
is reinstated. 

A member, dropped for nonpayment of membership 
dues and who wishes to have his membership re- 
instated, would owe membership dues for the year in 
which he became delinquent and the year in which 
his membership was reinstated, but he does not have 
to pay membership dues for the intervening years. 

Here is an example: Dr. Blank was dropped in 1951 
for nonpayment of 1950 membership dues. He applies 
for reinstatement of his A.M.A. membership in 1952. 
To bring about his reinstatement, he would be re- 
quired to pay his 1950 membership dues and member- 
ship dues for 1952. Membership dues for 1951 would 
NOT be required . 





JUNE MEETING OF A.M.A. IN CHICAGO 


Members who are planning to attend the annual 
convention of A. M. A. in Chicago, June 9-13, should 
find the trip well worth their while. According to a 
letter from the Secretary, Dr. George Lull, it seems 
that plans and preparations for the meeting this year 
are designed to make it bigger and better than ever. 
Here are some statistics quoted from Dr. Lull’s letter 
which may give some idea of the effort involved in 
preparing for the convention: 

—The Technical Exhibits would, if stretched end 
to end, reach nearly two miles, and the Scientific Ex- 
hibits would stretch for approximately another mile 
and a half. 

—10,000 chairs will have to be brought into Navy 
Pier where the exhibits will be held. 

—More than a mile of windows will be blacked-out 
to provide darkened rooms for lantern slides. 

—Provision is being made for 8,000 hours of 
demonstrations in the Scientific Exhibit. 

—There will be more than 220 hours of lectures in 
the meeting rooms. 

—360 firms will exhibit drugs, foods, equipment, 
books and services for the busy physician. 

To make the going pleasant for doctors taking in 
the exhibits, arrangements have been made for setting 
up convenient lounges where visitors may rest, relax, 
and chat with colleagues. For the first time, the 
A.M.A. is using every square foot of space available 
on Navy Pier. 

In order for traffic within the pier to flow more 
smoothly, the aisles in the Technical and Scientific 
Exhibits are being widened to 12 feet. Broad cross 
aisles frequently spaced should minimize crowding 
and keep the exhibits well ventilated. By using the 
full facilities of the pier, all but two of the sections 
will hold their meetings there, making it unnecessary 
for the physician to travel from the meeting hall to 
hotels and back again. 








AMA’S POSITION ON UMT OUTLINED 
TO HOUSE COMMITTEE 


Following is the text of the statement of Dr. F. J. L. 
Blasingame on behalf of the Board of Trustees of the 
American Medical Association, before the Committee 
on Armed Services of the U. S. House of Representa- 
tives, in reference to H.R. 5904, and the Report of 
the National Security Training Commission, dated 
October 1951. 


Mr. Chairman and members of the Committee: 


My name is Dr. F. J. L.. Blasingame. I am engaged 
in the active practice of medicine in Wharton, Texas 
and am a member of the Board of Trustees of the 
American Medical Association. | am appearing here 
today, with my colleagues, on behalf of that Associa- 
tion regarding H.R. 5904, 82nd Congress, and the re- 
port of the National Security Training Commission. 


At the outset, let me say that our purpose in appear- 
ing before the Committee is to make certain sug- 
gestions relative to the medical aspects of Universal 
Military Training rather than to comment on whether 
such a program should be adopted. If the Congress, 
in its discretion, determines that a Universal Military 
Training program is necessary, the American medical 
profession is ready to cooperate to the fullest in its 
implementation. We believe, however, that we can 
make a contribution at this time in connection with 
the preliminary planning for such a program inasmuch 
as the various councils and departments of the Asso- 
ciation have been studying, for some time, the factors 
involved in the most effective utilization of medical 
manpower in time of national emergency and in con- 
nection with a Universal Military Training program. 


The Association has on two occasions appeared be- 
fore the National Security Training Commission and 
discussed the medical aspects of Universal Military 
Training. On both occasions, our representatives and 
our suggestions were most graciously received. It is 
the belief of the American Medical Association that 
the Commission is deserving of commendation for the 
extremely fine job which it has done in studying this 
subject and preparing a report. 


Rather than discuss all of the medical questions 
which arise in connection with a program of this type, 
I will restrict my comments to three items: 


(1) The Continuation of Pre-Professional and Pro- 
fessional Education for Qualified Students. 


It has always been the firm belief of the American 
Medical Association that should a Universal Military 
Training program be adopted, it is imperative that 
safeguards be included to prevent any disruption in 
the education of an adequate force of professional 
personnel. In order to accomplish the basic underlying 
purpose of Public Law 51, 82nd Congress, i.e., to 
provide an adequate force of well trained reserves. it 
is essential that the education of professional person- 
nel be allowed to proceed without any impairment. 
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In its report to the Congress, dated October 29, 
1951, the National 
strongly recommended against (a) split periods of 


Security Training Commission 


preliminary training and (b) the deferment of pro- 
fessional students from the six month training period. 
On page 28 of the report, the Commission does, how- 
ever, discuss the holding in abeyance of the reserve 
status “of a number of medical, dental and scientific 
students until the completion of their professional 
study.” 


Inasmuch as this was one of the recommendations 
of the Association, we were pleased to see its favor- 
able acceptance by the Commission. However, the 
proposal was suggested bv the Commission for study 
only, and is not included in the legislation which is 
currently being considered by this Committee. With 
the rejection of split training periods and the defer- 
ment of professional students, it would appear that 
the holding of the reserve obligation in abeyance is 
the one remaining mechanism for insuring the un- 
interrupted flow of trained reserves. Therefore, the 
Association believes that it is imperative that this pro- 
posal be incorporated in the legislation under con- 
sideration. Such a change could be effected by adding 
a proviso to Sec. 9 (bh) of H.R. 5904. 


In this connection, two further points should be 
considered. The Commission’s report on page 28 also 
notes that: “Under such an arrangement, the reserve 
obligation of seven and one-half years would not 
begin to run until graduation from medical, dental or 
scientific schocl” (emphasis added). It is believed 
that this recommendation should be changed to refer 
to completion of professional education rather than 
graduation from medical school. Such a revision would 
encompass the completion of internship and in some 
instances residency training. Such an amendment 
would appear to be in line with the thinking of the 
Commissicn, in view of the following statement which 
appears in the same paragraph as the above quoted 
statement: “it would also provide the armed forces 
with reservists who were qualified doctors, dentists 
and technicians, instead of mere apprentices in these 


fields.” 


In the implementation of this recommendation, it 
is essential that no undue advantage accrue to Armed 
Forces hospitals by allowing internship and residency 
service in such installations to count against total re- 
serve obligation. If this were permitted, the obtaining 
of interns and residents by civilian hospitals would be 
made increasingly difficult. 


The American Medical Association sincerely be- 
lieves that a person eligible for induction into the 
National Security Training Corps, whose appitude or 
previous accomplishments indicate that he can best 
contribute to the nation as a trained professional man, 
should be placed in a category that will permit him 
to continue his education, and that such a person be 
so classified before or at the time he reaches the age 
of induction. It is also believed that the selection of 
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idents end the control of educational programs 

ould remain in the hands of the individual colleges 

d universities. 

2) The Performance of Pre-Induction, Induction 

id Periodic Reserve Physical Examinations. 

Neither Public Law 51, 82nd Congress, nor the re- 
ort of the Commission specifies who will perform the 
iduction and pre-induction examinations for National 
security Training Corps inductees or the periodic 
physical examinations while they are members of the 
reserves. If an attempt is made to perform these ex- 
iminations by using full-time medical personnel of 
he Armed Forces, it will be necessary to call into 
service a much larger number of physicians than is 
currently required. 

It is the belief of the American Medical Association 
that the use of additional physicians in the Armed 
Forces for this purpose is undesirable and unneces- 
sary. It is recommended instead that such examina- 
tions be conducted by civilian physicians on a fee 
basis or by reserve personnel, for the purpose of 
maintaining a satisfactory reserve status. This system 
is now operating successfully with respect to the 
conducting of periodic physical examinations for 
reservists in the Armed Forces. 

(3) Source and Selection of Medical and Allied 
Professional Personnel. 


The third point I would like to mention deals with 
the proper agency to determine the medical and allied 
personnel necessary to man a Universal Military 
Training program and the extent of the need. 


There is considerable concern in the medical pro- 
fession as to the manner of selecting such personne! 
and the proper agency to determine the extent of the 


need. 


The American Medical Association is in favor of 
vesting the authority for making such decisions in a 
national civilian board or a comparable agency in 
order to insure the proper distribution of medical 
and other health reserves between civilian and 
military needs. Unless this is done, it will be ex- 
tremely difficult to insure that individuals serve in a 
manner which will contribute the most to the strength 
of the nation. 


There are two other extremely important medical 
aspects of Universal Military Training to which I 
would like to allude. One deals with the medical treat- 
ment to be afforded members of the National Security 
Training Corps and the second with the eligibility of 
members of the Corps for veterans’ medical benefits. 


. With respect to the first, let me say that the Ameri- 
can Medical Association thoroughly supports the con- 
cept that those individuals who cannot meet the 
physical and mental requirements established for in- 
duction into the National Security Training Corps 
should, when possible, be rehabilitated, but it equally 
strongly opposes the idea that this responsibility be- 
longs to the Federal government. 
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The original version of $.1, which bill eventually 
became Public Law 51, 82nd Congress, contained a 
rection providing for the assumption of corrective 
treatment and rehabilitative care by the Federal 
government. The American Medical Association feels 
that the deletion of this section by the Congress, prior 
to the enactment of S.1 into law, is indicative of 
congressional intent in this regard. In our conversa- 
tions with the National Security Training Commission, 
it is apparent that they are also in agreement with us 
on this point. 

The treatment of injuries and sickness arising dur- 
ing, or as a direct result of, military service while in 
the National Security Training Corps will, of course 
be a responsibility of the government. It is believed, 
however, that in light of the extremely short period of 
service and the favorable conditions which will pre- 
vail (i.e., no overseas assignments, no combat duty, 
etc.) the number of doctors per 1,000 inductees should 
not exceed the existing requirements for the civilian 
population generally. Further, it is believed that what- 
ever additional medical personnel is required should 
be obtained without enlarging the regular complement 
of the medical corps of the three services. With re- 
spect to the reserve personnel which will be recalled 
in this connection, it is recommended that a rotation 
system be adopted with short terms of active duty 
required. 

The American Medical Association is in agreement 
with the recommendation of the National Security 
Commission status of 


Training concerning the 


trainees with respect to veterans’ medical benefits. 

It is our belicf that the Commission deserves 
particular praise for its constructive comments with 
respect to the undesirability of adopting the present 
framework of veterans’ legislation as a means of deal- 
ing with disabilities and deaths among such trainees. 
The use of Veterans Admini:tration installations for 
such purposes would create a need for additional 
facilities and increased medical staffs, therefore 
adding to the growing strain upon the health and 
medical manpower resources of the nation created by 


the existing emergency. 


In conclusion, I would like to express the apprecia- 
tion of the American Medical Association for this 
opportunity to appear before your Committee and 
present our views on this extremely important subject. 
If the Association can furnish any additional informa- 
tion or be of assistance in any other way be assured 


of our willingness to cooperate. 





REPORT PROGRESS IN MEDICAL 
EDUCATION FINANCING 





CHICAGO—Problems of medical education and 
licensure were discussed thoroughly at the 48th an- 
nual Congress on Medical Education and Licensure 
in the Palmer House, February 10-12. The gathering 
drew nearly 500 medical educators, state board 
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officials and members of advisory boards in medical 
specialties. 

Speakers reported progress in the movement to 
raise private funds for medical education, and con- 
fidence was expressed that hard-pressed schools will 
not be subjected to possible federal control by accept- 
accepting government aid to meet mounting instruc- 
tion costs. 

Dr. John W. Cline of San Francisco, president of 
the American Medical Association, announced a new 
plan which promises to be a substantial source of 
private funds for medical education. Dr. Cline also 
warned medical schools against becoming “perpetually 
dependent on Washington handouts.” 

He said that the A.M.A. Board of Trustees has ap- 
proved in principle a plan whereby the association, as 
a corporation, would accept patents for medical dis- 
coveries made by member physicians. All royalties, he 
said, would be turned over to the American Medical 
Education Foundation for distribution to medical 
schools. 

“The A.M.A. has appointed a committee to study the 
technicalities involved,” he said. “Provided no legal 
barrier is encountered, the proposed plan shortly will 
become a reality.” 

Dr. Cline also said that in supporting one-time 
federal grants to medical schools for construction and 
renovation, the A. M. A. believes them to be reason- 
ably free from the hazard of federal control. 


An increase in medical school enrollment of students 
from small towns probably would result in a larger 
supply of doctors in such areas, according to Dr. H. G. 
Weiskotten of Skaneateles, N. Y., chairman of the 
A. M. A. Council on Medical Education and Hospitals. 
A recent study of the present location of physicians 
who graduated from medical schools in 1930, 1935 
and 1940 showed that residence before admission to 
medical college is in general the most potent factor in 
determining the place of practice, Dr. Weiskotten 
said. 

Contributions to the American Medical Education 
Foundation are gaining in momentum, it was reported 
by Dr. Donald G. Anderson of Chicago, secretary- 
treasurer of the foundation and secretary of the coun- 
cil. During 1951, contributions totaling $745,000 
were received from 1,811 individual physicians, 33 
organizations and 33 lay friends of the medical pro- 
fession, Dr. Anderson said. 


“It is hoped that by concentrating fund raising 
activities in the spring of this year, the foundation 
will have a substantial sum available to turn over to 
the National Fund for Medical Education for dis- 
tribution to medical schools on or about July 1,” he 
added. 

Dr. Anderson also said that under a_ recently 
adopted policy, contributions by doctors who specify 
a particular medical school will be added to that 
school’s full share from the unearmarked funds raised 
by the foundation and the national fund. 
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Plans for an international conference on medical 
education were announced by Dr. Louis H. Bauer of 
Hempstead, N. Y., secretary-general of the World 
Medical Association and president-elect of the A.M.A. 
The meeting will be held in London, August 24-29, 
1953 (correct). The aim will be (1) an exchange of 
ideas; (2) a possible unification of thought; (3) aid 
to underdeveloped countries. 

“We feel that this will be one of the most important 
events in medical history,” Dr. Bauer said. 


Eleven states in the south last year contributed 
$1,091,500 to a common fund for medical education, 
it was reported by William J. McGlothlin of Atlanta, 
consultant for professional programs, Board of Con- 
trol for Southern Regional Education. The partici- 
pating states are Alabama, Florida, Georgia, Louisiana, 
Maryland, Mississippi, North Carolina, South Caro- 
lina, Tennessee, Texas and Virginia. 

Duke 


University, 


The schools in the medical program are: 
University, Durham, N. C., 
Atlanta; State University and 
University, New Orleans; Medical College of Alabama, 
Birmingham; Vanderbilt University and Meharry 
Medical College, Nashville, and University of Ten- 
nessee, Memphis. 


Emory 


Louisiana Tulane 


A somewhat similar program is being worked out 
to cover 11 western states and two territories, it was 
announced by Dr. Ward Darley of Denver, vice-presi- 
dent of the University of Colorado and dean of its 
department of medicine. Legislatures of five states— 
Colorado, Montana, New Mexico, Utah and Oregon 
have approved the plan, clearing the way for activa- 
tion. Other states involved are Arizona, California, 
Idaho, Nevada, Washington and Wyoming, and the 
territories of Alaska and Hawaii. The program is 
expected to be in full swing by the fall of 1953. 

Medical schools should insist that research grants 
bear the full cost of the studies undertaken, in the 
opinion of Laird Bell of Chicago, chairman of the 


board of trustees of the University of Chicago and a 


member of the Commission on Financing Higher 
Education. A study by the commission indicated that 
if medical schools and their universities received the 
full overhead costs of federally-sponsored research, 
they would receive more than $6,000,000 in ad- 
ditional income. 

“Instead of asking the federal government for new 
legislation and new funds, why not ask the federal 
government to appropriate and pay the full costs of 
the research it already promotes?” Mr. Bell sug- 
gested. 


He also said the commission was unanimously op- 
posed to Senate Bill 337, providing for government 
subsidy of instructional costs, adding that if he were 
a dictator intent on getting control of the medical 
profession he would begin at the school level. 

There has been a significant increase in the number 
of American students going abroad for medical train- 
ing, according to Dr. Francis R. Manlove of Chicago, 
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In a study of the action of Dramamine on vestibular function, Gutner 
and his associates found that Dramamine “significantly delayed the onset 
of nystagmus, shortened the duration of nystagmus and increased the milli- 
amperage necessary to effect tilting.” 

The great effectiveness of Dramamine in motion sickness, they state, 
“...is probably related primarily to its ability to depress vestibular func- 


DRAMAMINE® 


BRAND OF DIMENHYDRINATE 


GOR... 


—for prevention and treatment of motion sickness — 


Tablets — 50 mg. 
Now available in these dosage forms: -, Liquid — 12 mg. per 4 cc. 
( Average dose — 50 mg. 


*Gutner, L. B.; Gould, W. J., and Batterman, R. D.: Action of Dimenhydrinate (Dram- 
amine) and Other Drugs on Vestibular Function, Arch. Otolaryng. 53:308 (March) 1951. 
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associate secretary of the A.M.A. Council en Medical 
Education and Hospitals. Dr. Manlove emphasized, 
however, that American schools are accepting a much 
larger proportion of applicants than is generally ap- 
preciated. 

Fifty foreign medical schools, he said, reported an 
671 


number 


students. Switzerland 
a total of 363. The 
Netherlands was second with 67. Only 17 were en- 


enrollment of American 


had the largest with 


rolled in British schocls. 

American corporations are joining the medical pro- 
fession in providing funds for medical schools, it was 
reported by Chase Mellen, Jr. of New York, executive 
director of the National Fund for Medical Education. 
last totaled 
including American 


Contributions year from all sources 
$1,759,188, $745,917 the 
Medical Education Foundation. Unrestricted grants of 
$1,594,373 have been made to schools. 


from 


Basic research in science will be given an $8,500,- 
000 federal 
should vote the requested $15,000,000 appropriation 
National for the 1953 
fiscal year, it was announced by Alan T. Waterman, 


assist over the next year if Congress 


for the Science Foundation 
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Ph.D., of Washington, director of the agency. In the 
medical sciences, grants are being awarded for basic 
studies rather than in clinical medicine, Dr. Water- 
man said. 


The development of television soon may bring 
sweeping changes in the techniques of keeping doc- 
tors informed of medical progress, in the opinion of 
Dr. George N. Aagaard of Dallas, dean of the South- 
western Medical School of the University of Texas. 
Dr. Franklin D. Murphy of Lawrence, Kan., chan- 
the the 


obligations of the modren medical school. 


cellor of University of Kansas, discussed 


The three-day meeting also dealt with standards 
for the approval of residency training programs, the 
problems of state boards in interstate endorsement 
and reciprocity, the place of preceptorships in under- 
graduate medical education and problems of intern- 
ship and residency as related to medical licensure. 
The congress was sponsored by the Council on 
Medical Education and Hospitals of the A.M.A., the 
Medical Specialties and the 
Medical Boards of the United 


Board for 
State 


Advisory 
Federation of 
States. 





THE BIRTCHER HYFRECATOR 


TRUTH IS SO POTENT... 
WHY RESORT TO ANYTHING 
LESS? 


1939, when the Birtcher Hyfrecator 
was first introduced to the Medical Profes- 
sion, over 70,000 doctors have purchased 
the device. A great number of unsolicited 
testimonials have heen received praising its 
broad usefulness, its convenience and its 
simplicity. 


Since 


Such widespread acceptance and approval 
make a convincing demonstration of the 
proven worth of the Hyfrecator in prac- 
tically every type of practise. If you do not 
own one, now is the time to investigate how 
a Hyfrecator may be of value in your office. 
It is inexpensive; it is probably the best dol- 
lar value one can find today. Complete 
descriptive literature of the instrument and 
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TEN POINT PROGRAM 


OF THE 
SOUTH CAROLINA MEDICAL ASSOCIATION 


1. Cooperation 


To promote closer cooperation and 
better understanding between _ all 
agencies, groups and individuals con- 
cerned with providing and improving 
medical care for the people of South 
Carolina. 


2. Extension of Medical Care 


To study constantly the need and 
availability of medical care in each 
county of the State and in the State at 
large. 

To promote plans for providing or 
improving medical care where is a 
need, particularly in the rural areas. 


3. Pre-Paid Hospital and Medical Care 


To make voluntary pre-paid hospital 
and sickness insurance available to all 
the people of the State (through Blue 
Cross, Blue Shield, and commercial in- 
surance policies), and to promote the 
widespread purchase of such insurance. 


4. Care of Indigent 


To work with local county and state 
agencies, and with philanthropic or- 
ganizations, toward securing good 
medical care for the indigent. 


5. Public Health 


To support the South Carolina State 
Board of Health in its broad program 
of preventing diseases and of safe- 
guarding the health of our people. 


6. Health Councils 


To support the State Health Council 
in its announced program. To sponsor 


the formation of a County Health 
Council in every county of the state, 
and to encourage our members to sup- 
port and to work with these organiza- 
TlOLS. 


7. Hospitals 


To promote the expansion of present 
hospital facilities and the building of 
new hospitals—where there is a definite 
need. 


To strive for highest standards of 
professional care in the hospitals in the 
State. 


8. Medical Colleges 


To support the Medical College of the 
State of South Carolina and to bend 
our efforts toward keeping its stand- 
ards of education on a par with other 
medical colleges throughout the coun- 
try. 


To promote good nursing education 
and good nursing care throughout the 
State. 


9. Education of the Public 


To acquaint the citizens of the State 
with regard to the problems of medical 
care in existence today, to inform them 
as to what is being done to solve these 
problems, and to advise with them as 
to further plans for securing better 
health and better medical care for the 
people of South Carolina. 


10. Political Medicine 
control or 


To prevent political 


domination of medical practice or of 
medical education. 
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WOMAN’S AUXILIARY 
SOUTH CAROLINA MEDICAL ASSOCIATION 


President: Mrs. K. D. Shealy, Columbia, S. C. 


Publicity Secretary: Mrs. Weston Cook, Columbia, S. C. 





WOMAN’S AUXILIARY TO THE AMERICAN 
MEDICAL ASSOCIATION 


Suggestions from the National Program 
Committee—1951-1952 
Mrs. Alfred F. Burnside, of Columbia, S. C. 


Promote friendliness and fellowship among physi- 
cians’ wives and families and the lay public. 


Plan your program on a yearly basis and have 
them approved by vour Advisory Council. 


Use the Auxiliary Pledge of Loyalty at your State 
and County meetings. 


Consult your Advisory Council concerning the 
most urgent health problems in your community; 
adopt and promote those health projects most 
suited to the needs of your area. 


Do not use the insignia of other organizations. 


Be careful in your selection of speakers and be 
sure they are not adverse to the principles of the 
Auxiliary. 


Obtain speakers trained in the field of the health 
project undertaken by your Auxiliary. 


Maintain a Speakers Bureau on a State and 
County level and offer its services to other or- 
ganizations, thus fostering good will and _pro- 
moting public education. 


Plan some meetings relating to health and health 
education. 


Make your programs short, interesting, and varied. 
They will conform to the times and increase 
attendance. 


Plan a social hour if possible. Acquaintance makes 
better working relations. 


Conduct a School of Instruction or maintain a 
Committee of Instruction in order to inform all 
members as well as officer personnel of the object, 
or and responsibilities of an Auxiliary mem- 
rer, 


Know the Association to which you are an Auxil- 
iary and you will render better service. Do the 
type and quality of work that will make your 
Medical Societies recognize you. 


Cooperate with your State and County Medical 
Societies. Make your programs conform to theirs 
at Conventions. 


Read the National Auxiliary Bulletin, Exchange 
Auxiliary Publications, the Auxiliary pages in the 
A. M. A. Journal, State and County Medical Jour- 
nals, National and State Newsletters. 


Answer all correspondence promptly. Send in your 
program outlines to your Regional Program Chair- 
man or National Program Chairman in time — 
your State and County reports to be included i 
the national reports. 


Keep a file of program material for your successor. 


Take advantage of the program material available 
from the A.M.A. and the Auxiliary Central Office. 


WORKING TOGETHER FOR HEALTH 
by Mrs. Harold F. Wahlquist 
President, National Auxiliary 


As the wife of a physician our first extra curricular 
interest (we all keep house) is health. Besides having 
projects in our own organization to promote health, 
most of us are members of other community groups, 
making efforts to be leaders in health. 

Part of a girl's responsibility as a doctor's wife is 
to adjust her own interests and activities to her 
husband’s work. Many of us are not trained health 
leaders—it is a responsibility we acquire with a 
husband. We're surrounded with matters pertaining 
to health and problems relating to it—morning, noon 
and night. We soon live it and learn it. 

There are 57,000 members of the Woman's Auxil- 
iary. When we begin one of our projects for health, 
always think of that number and it encourages me. 
Sometimes I remind our units that—one woman can 
be helpful, one hundred women can be forceful, one 
thousand women can be powerful, ten thousand women 
can be invincible. 

Educating the people to available facilities and how 
to use them is our chief concern. Our job is to help 
people to help themselves in true American fashion. 
It isn’t that people don’t want responsibilities—often 
= just do not recognize them. Health is everybody’s 
job. 


Active progress demands that we follow the theme 
we have adopted for this vear “working together for 
health.” 

At the February meeting of the Greenville Medical 
Auxiliary, Mrs. John M. Holmes, first vice-president 
of Greenville League of Women Voters, emphasized 
the importance of the acceptance by the women of 
their responsibility in civil government. According to 
Mrs. Holmes, the League is a channel of information 
on national, state, and local affairs and offers an ex- 
cellent route whereby the individual can do something 
about the existing or impending situations which we 
too often look at, complain about, and feel helpless to 
act upon. 

When the Auxiliary meets in March, a panel dis- 
cussion on mental health will be the theme. Expected 
to participate are several members of the staff of the 
local mental hygiene clinic who will describe the 
status of this Clinic in our community and state. 
Mesdames Steele Dendy, Mills Goodlett, and Charles 
Wyatt will serve as hostesses. 

Mrs. John Robinson, chairman of the maternity 
shelter project, reports that auxiliary members con- 
tinue to give two hours per day to the care of infants 
at the clinic. Recently auxiliary members have con- 
tributed to the clinic a high chair, an assortment of 
tovs and a Christmas tree. 





It is with deep sorrow and regret that the members 
of the Auxiliary to the Greenville County Medical 
Society record the passing of one of their beloved 
members, Mrs. Lucia Gaines Shirley 

Mrs. Shirley was born May 31, 1869, and died De- 
cember 21, 1951. She was the wife of Dr. L. T. Shir- 
ley, who practiced medicine in Central, South Caro- 
lina, for a number of years, and passed away in 1917. 
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ONE TUBE DOES DOUBLE DUTY 
IN THIS MAXICON 


Versatile is the word for this Maxicon. Capable of a wide 
range of diagnostic service, it has ample facilities for both 
radiography and fluoroscopy, horizontally and vertically. 
Hand-tilt or motor-driven, the single-tube radiographic \ 
and fluoroscopic table is designed for operation with 100 G ‘7 N . Be A L f LE CT a | C 
or 200 ma generators. Its table-mounted tube stand makes 
it compact — ideal for small room. 
See your x-ray representative or write X-Ray Depart- 
ment, General Electric Company. 





Resident Representatives: 
Direct Factory Branch: COLUMBIA — C. G. Watson, 4420 Woodside Haven Dr. 
CHARLOTTE, N, C. — 210 S. Chureh St. GREENVILLE — F. F. Chisholm, 204 Cureton St. 








